Much attention in health inequalities research has been given to ischemic heart disease. [1] [2] [3] The interest in this disease was stimulated by the observation that differences in ischemic heart disease mortality between socioeconomic groups have greatly increased during the last decades and that these increases have contributed much to the widening of the gap in all-cause mortality.f4
The increasing differences in ischemic heart disease mortality raise questions regarding variations across regions or countries. Is a strong geographic variability also observed? If so, why are socioeconomic differences in ischemic heart disease mortality smaller in some countries than in others? Research on these questions might identify factors that are susceptible to change through intervention and thus show possible ways to reverse the unfavorable trends over the past decades.
No previous study has compared countries with respect to socioeconomic differences in ischemic heart disease mortality, but a few studies have looked at mortality from all cardiovascular diseases.'5-'7 For example, Valkonen compared for Finland, Sweden, Norway, Denmark, England and Wales, Italy (the city of Turin), and the United States. These studies consisted of a mortality follow-up of a representative sample of the populations enumerated in the national population censuses of circa 1981. Most follow-up covered the period of 1980 to 1989. Data from cross-sectional studies could be obtained for Ireland, France, Switzerland, Spain, and Portugal. These studies were of the "unlinked" type,22 with the death registry providing the number of deaths according to occupational class as registered on death certificates, and the population census providing the corresponding number of persons at risk according to the same occupational classes. All crosssectional studies used data based on the national population censuses of 1981.
For studies that classified men according to their age at death, the age groups 30 to 44 years and 45 to 59 years were selected. For longitudinal studies with a follow-up period of about 10 years, the birth cohorts aged 25 to 39 years and 40 to 54 years at the start of follow-up were selected. With a follow-up period of 10 years, it was also possible to study mortality differences at the age of about 60 to 64 years by following men aged 55 to 59 years at the start of the followup period. Data for this age group could also be derived from the Swiss cross-sectional study because 
Analysis
The relative mortality level of men in specific occupational classes was measured by means of standardized mortality ratios, with the national age-specific mortality rates as the standard. The magnitude of inequalities in mortality was quantified by a summary index with a straightforward interpretation: the rate ratio that compares the mortality rate of manual classes with the mortality rate of nonmanual classes (including self-employed men).
The Table 1 presents the pattern of variations in ischemic heart disease mortality by occupational class based on standardized mortality ratios. In the 4 Nordic countries, England and Wales, and the United States, the mortality rates for nonmanual classes were lower than the national average, whereas the rates for manual classes were higher than average. This mortality difference decreases with rising age. In Ireland and southern European countries, the mortality rates for nonmanual classes were not consistently lower than the national average. Manual classes in most of these countries had mortality rates close to the national average. In several countries, ischemic heart disease mortality rates for workers in agriculture were lower than the rates for the manual and nonmanual classes. Relatively high ischemic heart disease mortality rates were observed for agricultural workers aged 30 to 44 years in Finland and Portugal and for those aged 60 to 64 years in the United States. Table 3 presents ischemic heart disease mortality rate ratios in which manual classes were compared not with all nonmanual classes but only with the class of professionals, large employers, administrators, and managers. These estimates were made only for those countries in which occupational classes could be defined with reference to the Erikson-Goldthorpe-Portocarero scheme. Nearly every rate ratio in Table 3 is larger than the corresponding manual vs nonmanual rate ratio given in. The size of inequalities in ischemic heart disease mortality among manual vs nonmanual classes appears to be strongly correlated to the contribution that ischemic heart disease makes to all-cause mortality (Figure 1 This hypothesis of delayed transition implies that the situation in southern Europe can be explained in part by the same risk factors as those that were responsible for the transition from positive to inverse mortality gradients that occurred previously in the United States and northern Europe. This transition was probably related in part to the fact that higher socioeconomic groups were first to pursue a "modern" lifestyle, which implies tobacco consumption, high animal fat intake, and physical inactivity. Tobacco consumption is a well-documented example. Given this delayed transition in social gradients in both ischemic heart disease mortality and smoking, the southern European situation in the 1980s may provide some new insights into the ways in which the wider social context determined the transition from positive to inverse social gradients in ischemic heart disease mortality and its associated risk factors. The wider social context may have been relevant in 3 respects.
1. Low living standards. Positive gradients in ischemic heart disease mortality might have existed in the United States until the 1950s because members of lower socioeconomic groups were too poor to afford high levels of tobacco consumption and animal fat intake or to lead a sedentary way of life. This mechanism may help to explain why Portugal was the only country where ischemic heart disease mortality was still higher in nonmanual occupational classes in the 1980s. Of all countries included in this study, Portugal has the lowest national income and one of the largest income inequalities.5859 The positive gradient in ischemic heart disease mortality in Portugal resembles those observed in studies from low-income countries elsewhere in the world.60 62 aNo data were available for these age groups. Tables 1 and 2. FIGURE 1-The association between manual vs nonmanual mortality rate ratios and the proportion of total deaths attributable to ischemic heart disease (IHD) among men aged 45 to 59 years at death.
behaviors that were found to increase the risk of ischemic heart disease and other "diseases of affluence." And, as is documented for tobacco consumption, 2,5,7,51-53 higher socioeconomic groups were first to adjust their lifestyles effectively. In southern Europe, on the other hand, ischemic heart disease has never become a major killer and remained less important than, for example, deaths related to alcohol abuse. Under these circumstances, positive connotations of tobacco consumption might have persisted until more recently.
Implications
This study confirms the impression of trend studies that socioeconomic differences in ischemic heart disease mortality are highly variable. This variability offers some hope: what has increased in the past can decrease in the future.
Both trend studies and cross-national comparisons show that ischemic heart disease mortality gradients are strongly responsive to social gradients in behavioral risk factors like smoking and diet. This suggests that socioeconomic differences in ischemic heart disease mortality could be reduced substantially if interventions or policies were to succeed in helping socioeconomically disadvantaged people to quit smoking and improve their diets.
The wider national context appears to determine the magnitude of socioeconomic differences in ischemic heart disease mortality in complex ways. Both variations across countries and variations over time suggest that the role of cultural factors should not be overlooked. A better understanding of the cultural as well as economic determinants may be essential to predict the future course of ischemic heart disease mortality differentials and to estimate the extent to which altemative policy measures can change their course. C:
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